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Abbreviation  Meaning  
SUH  Soba University Hospital  
SFPC Soba Family Planning Clinic  
IUD Intrauterine Contraceptives Devise  



















This is a descriptive cross-sectional facility based study, meant to describe the 
demographic characteristics of the contraceptive acceptors, investigate their medical 
history, to identify their fears and convictions and to determine their contraceptive method 
of choice.  
A total of 165 acceptors were covered by the study. A detailed questionnaire was 
designed for this purpose.  
In the study 56.36% of the sample were at the age group 20 -29. 22% were Kawahla tribe, 
15.8% Alarakeen, 14% Galeen and the rest were Shaigia, Hadandawa, Bija, fowr, Hamar 
and Halfawieen. Most of their husbands were Kwahla 19%, Galeen 18.8% and Arakeen 
10.9%. 
81.2% of the study sample were housewives, 60% were from rural areas, 63.65% 
received higher secondary education and above. 85.46% had a family monthly income of 
less than 60,000 Sudanese Dinars.  
The study showed that, 50.92% of the sample had 3-6 children and 10.91% had more 
than 6 children.   
About 7.27% had medical history of jaundice, 3.64% were diabetic, 1.82% were 
hypertensive, 1.82% had cardiac disease, 9.1% had other medical history and 76.36% 
had no medical history.  
The study revealed that, 12.73% of the acceptors had health fears (menstrual disorders, 
other side effect and inability to conceive quickly after stopping use of contraceptives), 
1.82% had social fears (husband objection) and the rest of the sample had no fears from 
use of contraceptives. 36.36% of the acceptors were convinced to use contraceptives due 
to social reasons (spacing and have enough children), 34.55% for health reasons 
   
  
(medical disease with pregnancy like PIH, caeserean section, and for mother and child 
health wellbeing), 23.64% had economic, health and social reasons, 3.64% had economic 
reasons and 1.82% were not convinced.  
The study showed that 65.46% of acceptors preferred to use pills, 14.55% injectable 
contraceptive, 10.91% IUD, 1.82% barrier methods and 7.27% had no preferable method.  
The study recommendations are encourage used of contraceptives through small 
designed, focused information, education and communication program. Strengthening of 
the primary health care, family planning units, especially in poor rural areas. Activate the 
women empowerment programm like illiteracy alleviation and income generating projects. 
Encourage private sector and non-governmental organization to become a real stock 









   
  
 ﻤﻠﺨﺹ ﺍﻷﻁﺭﻭﺤﺔ
أﺟﺮﻳѧѧﺖ  هѧѧﺬﻩ  اﻟﺪراﺳѧѧﺔ   اﻟﻮﺻѧѧﻔﻴﺔ  ﻋѧѧﻦ  اﻟﺨѧѧﺼﺎﺋﺺ  اﻟﺪﻳﻤﻮﻏﺮاﻓﻴѧѧﺔ   ﻟﻠﻨѧѧﺴﺎء  اﻟﻼﺋѧѧﻰ    
ﻳﺴﺘﺨﺪﻣﻦ  ﻣﻮاﻧﻊ   اﻟﺤﻤﻞ  وﻟﻤﻌﺮﻓﺔ   ﺗﺎرﻳﺨﻬﻦ  اﻟﻤﺮﺿѧﻲ   وﻟﻤﻌﺮﻓѧﺔ  ﻣﺨѧﺎوﻓﻬﻦ   ﻣѧﻦ  اﺳѧﺘﻌﻤﺎل  
ﻧѧﻮع  ﻃѧﺮق   ﻣﻨѧﻊ  اﻟﺤﻤѧﻞ  اﻟﻤﺨﺘﻠﻔѧﺔ  وﻣﻌﺮﻓѧﺔ   اﻟﻘﻨﺎﻋѧﺎت  اﻟﺘѧﻲ  دﻓﻌѧﺘﻬﻦ   ﻟﻼﺳѧﺘﻌﻤﺎل  وﺗﺤﺪﻳѧﺪ   
  .ﻣﺎﻧﻊ   اﻟﺤﻤﻞ  اﻟﻤﻔﻀﻞ  ﻟﺪﻳﻬﻦ  
  ﺗѧﻢ  ﺗﻐﻄﻴﺘѧﻪ   ﺑﻮاﺳѧﻄﺔ   اﻟﺪراﺳѧﺔ ،  اﺳѧﺘﺒﻴﺎن  561اﻟﻌﺪد  اﻟﻜﺎﻣѧﻞ   ﻟﻠﻤѧﺴﺘﺨﺪﻣﺎت   آѧﺎن    
ﻣѧѧѧﻦ  ﻋﻴﻨѧѧѧﺔ    اﻟﺪراﺳѧѧѧﺔ  ﺗﺮاوﺣѧѧѧﺖ  %  63.65ﺗﻔѧѧѧﺼﻴﻠﻲ   ﻗѧѧѧﺪ  ﺗѧѧѧﻢ  ﺗﻔѧѧѧﺼﻴﻠﻪ   ﻟﻬѧѧѧﺬا  اﻟﻬѧѧѧﺪف،  
،  % 2.22ﻗﺒﺎﺋﻞ   اﻟﻜﻮاهﻠﺔ ﻣﻌﻈﻢ   ﻋﻴﻨﺔ   اﻟﺪاﺳﺔ  آﻦ  ﻣﻦ  .     ﺳﻨﻪ 92 -02أﻋﻤﺎرهﻦ   ﺑﻴﻦ  
،  واﻟﺒﻘﻴѧѧﺔ  آѧѧﻦ  ﻣѧѧﻦ  ﻗﺒﺎﺋѧѧﻞ  اﻟѧѧﺸﺎﻳﻘﻴﺔ  ،  اﻟﻬﺪﻧѧѧﺪوﻩ  ،  %  41،  ﺟﻌﻠﻴѧѧﻴﻦ  %  8.51ﻋѧѧﺮآﻴﻴﻦ  
،  % 91ﻣﻌﻈѧѧﻢ  أزواﺟﻬѧѧﻦ   ﻣѧѧﻦ  ﻗﺒﺎﺋѧѧﻞ  اﻟﻜﻮاهﻠѧѧﺔ  .  اﻟﺒﺠѧѧﻪ  ،  اﻟﻔѧѧﻮر  ،  اﻟﺤﻤѧѧﺮ  واﻟﺤﻠﻔѧѧﺎوﻳﻴﻦ 
  %.9.01واﻟﻌﺮآﻴﻴﻦ %  8.81اﻟﺠﻌﻠﻴﻴﻦ 
ﻣѧѧѧﻦ  ﻣﻨѧѧѧﺎﻃﻖ  رﻳﻔﻴѧѧѧﺔ ،    %  06آѧѧѧﻦ   رﺑѧѧѧﺎت ﺑﻴѧѧѧﻮت،  م  ﻋﻴﻨѧѧѧﺔ  اﻟﺪراﺳѧѧѧﺔ  %  18ر28  
ﻟﺪﻳﻬﻦ   دﺧﻞ  اﺳﺮي  ﺷﻬﺮي  اﻗﻞ  ﻣѧﻦ     %  64.58.   ﻧﻠﻦ  ﺗﻌﻠﻴﻤﺎ  ﺛﺎﻧﻮﻳﺎ  أو  اآﺜﺮ %  56.36
  .  دﻳﻨﺎر  ﺳﻮداﻧﻲ  000.06
%  19.01  أﺑﻨѧﺎء  و  6 -3ﻣﻦ  اﻟﻌﻴﻨﺔ  ﻟﺪﻳﻬﻦ    %  29.05أوﺿﺤﺖ  اﻟﺪراﺳﺔ   ان     
ﻟѧѧﺪﻳﻬﻦ   ﺗѧѧﺎرﻳﺦ  ﻣﺮﺿѧѧﻲ   ﻣѧѧﻊ  %  72.7ﺿѧѧﺤﺖ  اﻟﺪراﺳѧѧﺔ  ان     أو.    أﺑﻨѧѧﺎء 6اآﺜѧѧﺮ  ﻣѧѧﻦ  
آѧﻦ   ﻳﻌѧﺎﻧﻴﻦ  ﻣѧﻦ  ارﺗﻔѧﺎع  %  28.1آѧﻦ  ﻣﺮﻳѧﻀﺎت  ﺑﻤѧﺮض  اﻟѧﺴﻜﺮي ، %  46.3اﻟﻴﺮﻗﺎن ،  
ﻻ  %   63.67آѧѧﺎن   ﻟѧѧﺪﻳﻬﻦ  ﺗѧѧﺎرﻳﺦ   ﻣﺮﺿѧѧﻲ  ﻷﻣѧﺮاض  أﺧѧѧﺮ  و  %  1.9ﺿѧﻐﻂ  اﻟѧѧﺪم  ،   
  .ﻳﻌﺎﻧﻴﻦ  ﻣﻦ  اي  ﻣﺮض 
  ﻣѧѧѧѧﻦ  اﻟﻤѧѧѧѧﺴﺘﺨﺪﻣﺎت  ﻟﻤﻮاﻧѧѧѧѧﻊ   اﻟﺤﻤѧѧѧѧﻞ   ﻟѧѧѧѧﺪﻳﻬﻦ   %37.21اﻟﺪراﺳѧѧѧѧﺔ  أوﺿѧѧѧѧﺤﺖ  أن   
اﺿѧѧﻄﺮاﺑﺎت  اﻟѧѧﺪورة اﻟѧѧﺸﻬﺮﻳﺔ،  اﻷﻋѧѧﺮاض  ) ﻣﺨѧѧﺎوف ﺻѧѧﺤﻴﺔ  ﻣѧѧﻦ  اﺳѧѧﺘﺨﺪام  ﻣﻮاﻧѧѧﻊ  اﻟﺤﻤѧѧﻞ  
   
  
%  28.1،  ( اﻟﺠﺎﻧﺒﻴѧﺔ اﻷﺧѧﺮى   وﻋѧѧﺪم  اﻟﻘѧﺪرة ﻋﻠѧѧﻲ  اﻟﺤﻤѧﻞ   ﺑﻌѧﺪ  اﻟﺘﻮﻗѧﻒ  ﻣѧﻦ  اﻻﺳѧﺘﺨﺪام 
  .اﻟﺒﻘﻴﺔ  ﻟﻴﺴﺖ  ﻟﺪﻳﻬﻦ   اي  ﻣﺨﺎوف ،  و(  اﻋﺘﺮاض  اﻟﺰوج ) آﺎن   ﻟﺪﻳﻬﻢ  ﻣﺨﺎوف  اﺟﺘﻤﺎﻋﻴﺔ  
ﻣѧѧѧﻦ  اﻟﻤѧѧѧﺴﺘﺨﺪﻣﺎت  آѧѧѧﻦ   ﻣﻘﺘﻨﻌѧѧѧﺎت  ﺑﺎﺳѧѧѧﺘﺨﺪام  ﻣﻮاﻧѧѧѧﻊ  اﻟﺤﻤѧѧѧﻞ  ﻷﺳѧѧѧﺒﺎب   %  63.63  
وﺟﻮد  ﻓﺎرق  ﻣﻌﻘﻮل  ﻣﻦ  اﻟﻌﻤﺮ  ﺑﻴﻦ  اﻷﺑﻨﺎء   ﻷﺳﺒﺎب  ﺗﺘﻌﻠѧﻖ  ﺑﺎﻟﺘﺮﺑﻴѧﺔ  واﻟﺮﻋﺎﻳѧﺔ  ) اﺟﺘﻤﺎﻋﻴﺔ  
وﺟѧﻮد )   أﺳѧﺒﺎب  ﺻѧﺤﻴﺔ   ﻟѧﺪﻳﻬﻦ %  55.43،  (واﻟﺤﺼﻮل  ﻋﻠﻲ   اﻟﻌѧﺪد  اﻟﻜѧﺎﻓﻲ  ﻣѧﻦ اﻷﺑﻨѧﺎء 
أﻣﺮاض  ﻓﻲ  ﻓﺘﺮة اﻟﺤﻤѧﻞ ﻣﺜѧﻞ  ارﺗﻔѧﺎع  ﺿѧﻐﻂ  اﻟѧﺪم ،  اﻟѧﻮﻻدة  اﻟﻘﻴѧﺼﺮﻳﺔ  ،  اﻻهﺘﻤѧﺎم  ﺑѧﺼﺤﺔ  
%   46.3آﺎﻧﺖ  ﻟﺪﻳﻬﻦ  أﺳﺒﺎب  اﻗﺘﺼﺎدﻳﺔ،  ﺻﺤﻴﺔ  واﺟﺘﻤﺎﻋﻴﺔ،  %   46.32،  ( اﻷم  واﻟﻄﻔﻞ 
  .  ﻴﺔ  اﻻﺳﺘﺨﺪامﻟﻴﺴﺖ   ﻟﺪﻳﻬﻦ  اﻟﻘﻨﺎﻋﺔ   ﺑﺄهﻤ%  28.1ﻟﺪﻳﻬﻦ  أﺳﺒﺎب  اﻗﺘﺼﺎدﻳﺔ   و  
ﻣﻦ  اﻟﻤﺴﺘﺨﺪﻣﺎت  ﻟﻤﻮاﻧﻊ  اﻟﺤﻤﻞ  ﻳﻔѧﻀﻠﻦ    اﺳѧﺘﺨﺪام %  64.56أوﺿﺤﺖ  اﻟﺪراﺳﺔ      
%  72.7اﻟﻄѧﺮق  اﻟﻌﺎزﻟѧﺔ  و %  28.1اﻟﻠﻮﻟѧﺐ،   %  19.01اﻟﺤﻘѧﻦ،  %  55.41اﻟﺤﺒѧﻮب،  
  .ﻟﻴﺴﺖ  ﻟﺪﻳﻬﻦ  ﻃﺮﻳﻘﺔ  ﻣﻔﻀﻠﺔ  ﻣﻌﻴﻨﺔ 
ﻟﻤﻌﻠﻮﻣѧѧﺎت  اﻟﻤﺮآѧѧﺰة  أوﺻѧѧﺖ  اﻟﺪراﺳѧѧﺔ  ﺑﺘѧѧﺸﺠﻴﻊ اﺳѧѧﺘﺨﺪام ﻣﻮاﻧѧѧﻊ اﻟﺤﻤѧѧﻞ ﻋﺒѧѧﺮ ﺑѧѧﺮاﻣﺞ ا   
ﺗﻘﻮﻳѧﺔ  وﺣѧﺪات  اﻟﺮﻋﺎﻳѧﺔ  اﻟѧﺼﺤﻴﺔ   اﻷوﻟﻴѧﺔ  وﺗﻨﻈѧﻴﻢ  .   واﻟﺘﻌﻠѧﻴﻢ  واﻻﺗѧﺼﺎل  ﻣѧﻊ  اﻟﻤѧﺴﺘﺨﺪﻣﻴﻦ 
ﺗﻨѧѧﺸﻴﻂ  ﺑѧѧﺮاﻣﺞ   ﻣﺤѧѧﻮ  اﻷﻣﻴѧѧﺔ  وﻣѧѧﺸﺎرﻳﻊ  .   اﻷﺳѧѧﺮة   ﺧﺎﺻѧѧﺔ   ﻓѧѧﻲ  اﻟﻤﻨѧѧﺎﻃﻖ  اﻟﺮﻳﻔﻴѧѧﺔ  اﻟﻔﻘﻴѧѧﺮة 
 ﻟﻠﻌﻤﻞ  ﻓﻲ  ﻣﺠѧﺎل  ﺗﻨﻈѧﻴﻢ  ﺗﺸﺠﻴﻊ  اﻟﻘﻄﺎع  اﻟﺨﺎص  واﻟﻤﻨﻈﻤﺎت  ﻏﻴﺮ  اﻟﺤﻜﻮﻣﻴﺔ .  زﻳﺎدة  اﻟﺪﺧﻞ 
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Different demographic and socioeconomic factors may limit 
or even prevent women from benefiting of use of contraceptives. 
Contraceptive acceptors may have some fears from use of 
contraceptive methods, which can be directly attributed to their 
educational level, age, residence, religion, income and their 
husbands' attitude. Also some acceptors were convinced to use 
contraceptives because of socioeconomic and demographic factors 
like the income, occupation, number of children and their medical 
status. The method of choice of contraceptives used, is affected by 
the acceptors level of education, age, income, residence, religion, 
medical status and husbands' attitude. So it is very important to 
conduct this study to determine the impact of the socioeconomic 
and demographic factors on the contraceptives use. Soba Family 
Planning Clinic was the most suitable place to conduct this study. It 
receives acceptors from rural, sub-urban and urban areas with 
different level of education and income, and from different tribes 
and cultures. The study was done to describe the socioeconomic 
and demographic profile of the acceptors, to investigate their 
   
  
medical history, identify their fears and convictions, and to 
determine their method of choice in contraception methods use. 
Use of contraceptives help individuals and couples, to attend 
certain objectives: 
 Avoid unwanted births. 
 Regulate the interval between pregnancies. 
 Control the time at which births occur in relation to the age 
of the parents. 
 Determine the number of children to be brought in the 
family. 
It is essential to recognize and respect the culture and 
believes of women, including their religious convictions.  
Fortunately, the array of contraceptives available today is broad 
enough to provide a range of options for all men and women. 
Completed studies illustrate the differences in perceptions that 
exist between women and men, and even among women, due to 
age, culture, place or residence, socioeconomic class, religion and 
gender norms. Use of contraceptives, can offer freedom from fear 
of unplanned pregnancy and can improve sexual life and family 
wellbeing.  Most of women are convinced that use of 
contraceptives and having small families provide health and 
economic benefits.  Where jobs are available, users are often more 
   
  
likely than non-users to take advantage of work opportunities.  
Use of contraceptives helps women in their roles as wives and 
mothers. Use of contraceptives is not without side effects, which 
are a serious concern for many women.  When women have 
smaller families they may loose the security of traditional rules and 
face new and some times difficult challenges. There are some 
barriers to contraceptive benefits like social, political and economic. 
Benefits for women are reduced when contraceptive methods are 
ineffective, used incorrectly or inconsistently, or discontinued 
early(1). 
Contraceptive methods: 
1. Oral contraception. 
2.  Injectables. 









   
  
The characteristics of the best contraceptive:- 
1.   Highly effective. 
2.    No side effect. 
3.    Independent of intercourse. 
4.    Rapidly reversible. 
5.    Cheap. 
6.    Widespread availability. 
7.    Acceptable to all culture and religion. 
8.    Administration by health c are personnel not required. 















A study based on demographic and health survey data from 
15 countries in Latin America, Asia and North Africa shows that the 
contraceptive method selected, the duration of use and the age of 
the woman are important determinants of the probability of failure 
in the first year. The study found little evidence that rural women 
use contraceptives effectively than do urban women or that user 
effectiveness rises with level of education.(3) 
A study conducted in Nigeria revealed that the male condom 
is the most commonly used method, yet less than half of men from 
the most educated and highest socioeconomic groups have ever 
used it.  The majority of men at all education and residence levels 
have positive attitudes towards family planning and contraceptive 
use.(4) 
A study done in Zaire showed the two main reasons for 
having had the tubal ligation operation were ‘health’ and ‘had 
enough children’. Most of the women said they had experienced no 
change at all or a change for the better in their health. However, 
14% admitted having some regret over the operation; regret was 
   
  
associated with having five or fewer children, feeling pressured 
into the decision.(5) 
The results of a study done in Kenya showed the lack of 
any schooling at all was independently associated with the 
likelihood of non use of contraceptives, as illiterate women were 
1.6 times as likely as those who attended secondary school to 
have never practiced contraception. Other socioeconomic variables 
that also independently raised the likelihood of non use were 
delivering at home, having experienced the death of at least two 
children and not having paid employment at the time of the survey.  
The effect of schooling on the likelihood of non use varied by age; 
while never having been to school increased that likelihood among 
both the youngest and oldest women, the magnitude of the effect 
lessened over time.  Moreover, among younger women, 
socioeconomic variables other than school attendance were more 
important in explaining non use. 
The study concluded that the increased availability of 
family planning services has weakened the direct effect of 
schooling on contraceptive practice(6). 
The impact of women’s employment and education on 
contraceptive in Kinshasa, Zaire study done in 1990 showed 
women’s employment and education are strongly linked to 
   
  
contraceptive use, and analysis of the findings suggest that better 
educated women employed in modern sector are most likely to be 
in forefront of the contraceptive revolution.(7) 
A study done in Uganda about the contraceptive use among 
15-24 year olds. Only 24% of the males and 23% of the females 
were using a method at the time of the survey.  The reasons most 
frequently cited for non use were lack of access, fears about the 
safety of contraceptives and lack of knowledge.(8) 
Socioeconomic differentials in contraceptive use and 
desire for more children in greater Freetown, Sierra-Leone, 
revealed that among women aged 12 - 49 with at least one child 
younger than five, 17% were using contraceptive method and 64% 
wanted more children. Regression analysis showed that 
contraceptive was positively associated with age and with 
education beyond the primary level, and negatively associated with 
Islamic religious affiliation. The desire for more children was 
negatively associated with age and with parity greater than three, 
and was positively associated with Islamic religious affiliation.(9) 
True cost effectiveness of contraceptive provision study 
done in Beersheva (Israel), revealed traditional assessments of the 
impact and cost-effectiveness of various contraceptive methods, 
using couple-year of protection (CYPs) per Dollar spent-take into 
   
  
account the relative risk of pregnancy among the users of each 
method.  Because of the differences in relative risk of pregnancy of 
women of different ages, the most effective method, is not 
necessarily the most cost-effective method.(10) 
A comparative study of socioeconomic and demographic 
determinant of fertility in Togo and Uganda conducted that, some 
socioeconomic and demographic factors have strong effect on 
fertility. They found substantial delay in first birth among women 
younger than 25, those living in urban areas and those educated 
beyond the primary level, they also found the similar association in 
timing of subsequent births.  Women’s education and place of 
residence had relatively greater effect in Togo than Uganda in 
determining the timing and tempo of births.(11) 
A study done in Egypt about dynamic use of contraceptive 
concluded that contraceptive pills were preferred by the least 
educated acceptor and those in rural areas with the lowest access 
to family planning services. IUD was more common among more 
educated acceptors. Male condoms are more likely among those 
live in urban areas. Periodic abstinence is used by a fairly 
homogenous group, those educated, older who have correct 
knowledge about ovulatory cycle.(12) 
   
  
A study done in Thailand in 1987 concerning demographic 
and health survey showed that the socioeconomic difference in 
contraception use as measured by urban-rural residence and 
education are minimal among Thai-speaking Buddhist, who 
constitute the vast majority of the population.  Prevalence levels 
are distinctly lower only among a few religiolinguistic minorities 
especially Muslims in the south but also hill tribes in the North.(13) 
Regarding contraceptive acceptors fears, study done in 
Mexico showed misunderstandings load to low use of 
contraceptives among rural Mexican women, one third of acceptor 
women mentioned that their husbands had negative attitudes 
towards birth control. Men’s disapproval centered around the belief 
that fertility control might undermine a husband’s authority and 
increase the autonomy of the wife, also they have fears, that the 
women might die from the side effects of contraceptive methods. 
Pressure from mothers-in law to produced as many children as 
‘God sends’ also contribute to the disapproval of contraception. 
Despite these reservations, however, 46% of the women thought 
their husbands would approve of their use of a method.(14) 
Regular monthly bleeding, a lack of side effects and 
effectiveness were the most important considerations determining 
the popularity of method, with effectiveness being the most desired 
   
  
attribute. So the methods believed to pose the greater danger to 
women health are the most popular methods, in this study they are 
pills, injectables and IUD. Acceptors were asked to rank lack of 
danger to health and effectiveness in importance, they cited 
nervousness, malformed babies and cancer. In a study conducted 
after that, bleeding problems and irregularities were among the 
least tolerable side effects, and amenorrhoea was the least 
acceptable of all. Amenorrhea was also the primary reason for 
method discontinuation among rural women.(15) 
Results from demographic and health surveys conducted 
in Botswana, Egypt, Indonesia and Zimbabwe between 1987-1989 
revealed incorrect use in most common in Egypt among poorly 
educated and illiterate women, while in Botswana better educated 
and literate women are more likely to make errors in pill-taking as 
are younger and lower parity women.  In Zimbabwe and Indonesia, 
such errors are not concentrated in any particular social or 
demographic group.(16) 
Despite rapid population growth, Syria’s government has 
been reluctant to intervene directly, preferring to rely on economic 
development and education and employment of women to reduce 
family size. During the 1970s, despite prosperity and great gains in 
women’s education, the birth rate remained constantly high.  
   
  
Education of women did not lead to their wide spread employment 
until the 1980s, when stagnating economy made is necessary for 
families to seek a second income.  Since the mid 1980s, the birth 
rate has fallen sharply, from 45 birth per 1,000 population in 1985 
to 33 per 1,000 in 1990.(17) 
In a study done in Philippines, investigates four 
explanations for unmet need for family planning:- 
1. As an artifact of inaccurate measurement of fertility 
preferences and contraceptive practice. 
2. As reflection of weekly held fertility preferences. 
3. As a result of women’s perceiving themselves to be at 
low risk of conceiving. 
4. As due to excessive costs of conception. 
The results indicate that the preference-behaviour 
discrepancy commonly termed ‘unmet need’ is not an artifact of 
survey measurement.  The most important factors accounting for 
this discrepancy are strength of women’s reproductive 
preferences, husbands’ fertility preferences and the perceiver 
detrimental side effects of contraception.  Inaccessible family 
planning services appear to carry little weight in this setting.(18) 
A descriptive analysis of contraceptive discontinuation, 
based on demographic and health survey data from six countries 
   
  
with high levels of contraceptive use, shows that about one-third 
of couples stop use of their method within 12 months and about 
half do so within 24 months. For hormonal contraceptives and IUD, 
health concerns (including side effects) are the most common 
reasons. For withdrawal and periodic abstinence, accidental 
pregnancy is the dominant reason.  Women using the pill or the 
IUD are more likely to continue use if they have attained their 
desired family size.  However, analysis of pill data indicates that 
education and residence have little or no influence on levels of 
discontinuation.(19) 
A study of the acceptability of the diaphragm among low-
income women in Brazil found that about 11% of 1,723 women 
who sought a method in one of five public health clinics opted for 
the diaphragm following a contraceptive education session on all 
methods. The main reason they gave for doing so was because it 
was physically harmless. Women who chose the diaphragm were 
older and better educated than those who chose the pill, and were 
more likely than IUD users to want to space births rather than limit 
them.(20) 
Regarding family planning among indigenous populations, 
studies in Bolivia, Ecuador, Guatemala, Peru, 40 million people 
retain language and much of the culture of the ancient pre-
   
  
Colombian civilization of Aztecs, Moyans and Incas.  These 
indigenous people tend to be poor, rural residents with little 
education. Long and underserved population from a health care 
perspective, the indigenous population has also proved difficult to 
reach with family planning services. Two promising projects; one in 
Guatemala and one in Bolivia suggests several potentially useful 
strategies for reaching indigenous people, among them the use of 
community workers and traditional health practitioners to promote 
family planning and the employment of bilingual and bicultural staff 
members.(21) 
A study was done in South Africa concerning contraceptive 
prevalence in rural areas, showed 60% of women have ever used 
contraceptive method, and 42% are currently using one.  
Moreover, highly effective contraceptives, particularly injectables 
and the pill, represent 58% and 29% of use, respectively.  The 
largest proportion of women who use contraceptives say they wish 
to stop childbearing (43%); birth spacing and postponement of the 
first birth account for 33% and 21% of use, respectively.(22) 
Ten focus-group discussions on quality of contraceptive 
methods were held in 1994 with 77 low-income women living in 10 
neighborhoods in Mexico.  The discussions indicated that the 
women strongly preferred highly effective contraceptives that would 
   
  
allow users to maintain regular monthly bleeding and that would 
not cause unpleasant side effects. Monthly bleeding especially 
important to these women, since it provided reassurance that 
pregnancy had been prevented. Among the numerous obstacles to 
method acceptance identified were unwanted bleeding problems, 
partners objections, fear that an irreversible method might produce 
intolerable side effects, concern that providers would insert a 
device without consent, fear of not being able to conceive quickly 
after stropping use and discomfort with having to interrupt intimacy 
or touch oneself to insert a method.(23) 
A cross-sectional survey was conducted in Istanbul to 
investigate the relationship between contraceptive choice and 
reproductive morbidity.  Current users of the intrauterine device 
were significantly more likely than users of other methods to report 
menstrual disorders. The relatively small amount of switching 
between methods suggests that most users tended to stay with the 
same initial choice of the method.(24) 
A study of some of the factors relating to contraceptive use 
in an urban slum in India showed, in the aim of increasing the level 
of contraceptive use amongst the population of a slum area, the 
authors highlighted those demographic, cultural, social, 
psychological and organization determinants, which have an 
   
  
impact on the use of contraceptives. They note that the majority of 
the slum’s inhabitants are aware of contraceptive methods, but 
make very little use of them; due to the fact that the family planning 
services are very limited and difficult to access in poor urban 
areas.(25) 
Awareness of different contraceptive methods among 
current family planning acceptors in urban Pondichary (India), 
showed that the level of use of several contraceptive methods 
increase with increasing levels of husbands education.(26) 
Family planning and women’s lives: the Malaysian case.  
This paper attempts to untangle the complex relationships between 
the use of contraception and behavioural outcomes in women lives 
in countries that are in the midst of demographic transitions.  It was 
found that users are significantly less likely to experience a 
marietal disruption.  No significant effect of any form of 
contraceptive use on either employment entrances or exits.  This 
may be due to the low level of incompatibility between the roles of 
being a mother and an employed woman in Malaysia.(27) 
A study investigated socioeconomic, cultural, demographic 
and programmatic factors influencing contraceptive choice in 
Indonesia using the 1987 national Indonesia contraceptive 
prevalence survey. These factors are the number of living children, 
   
  
fertility intentions, age at survey, duration of marriage, education, 
current work status, religion, the province and placer of residence, 
husband’s occupation. Higher number of living children and not 
wanting any more children are related to a grated choice of long 
term methods and less choice of short term.  Religiousness is 
identified with greater preference for short term methods as these 
methods can be used by the users themselves without having to 
see a male doctor.  Access is related to preference for long term 
methods.  The preference in the rural areas for long term methods 





















 To study the demographic characteristics of contraceptive 




1. To describe the demographic profile of the contraceptive 
acceptors. 
2. To investigate the medical history of the contraceptive 
acceptors. 
3. To identify the fears and convictions facing the contraceptive 
acceptors. 
4. To determine the contraceptive method of choice of the 
contraceptive acceptors.   
 





1. Study design: 
It is a descriptive facility based cross sectional study, 
conducted, to study the demographic profile of contraceptives 
acceptors, their medical history, fears and conviction reasons and 
to determine their method of choice in contraception method use. 
2. Study area: 
The study was conducted in the Family Planning Clinic at 
Soba University Hospital, about 15 km south to Khartoum. The 
clinic provides contraceptive methods mainly for those who live 
nearby the hospital like Soba Alhila, Soba Alaradi and Soba 
Alawta.  It also provides family planning services to those who live 
in some rural areas like Abugouta, Algadid Althowra and 
Almasoudia in addition to those who come from Khartoum. 
Study population: 
The study included all female acceptors, who come to the 
Family Planning Clinic on Wednesday in the period (31st July to 
31st October 2002).  They come mainly from rural areas like 
Almasoudia, Algadid Althowra and Abugota.  Some of them were 
   
  
from suburban areas like Soba Alhila, Aradiu and Alawta.  Few of 
the acceptors come from urban area (Khartoum). The total number 
of visits was 13.    
Sample selection: 
Convenient type of sampling selection was used. All 
acceptors came in Wednesday in the period 31st July to 31st 
October soo2 were included.     
Sample size: 
The sample size was 165 (12 -13 acceptors every week). 
Data collection tools: 
A detailed questionnaire designed for this purpose was 
used.  The main parameters covered by the questionnaire include:- 
1. Background demographic data (personal and social 
history). 
2. Medical history. 
3. Fears and convictions reason. 
4. Preferred methods of contraception. 
The questionnaire was filled through face to face.  
Interviewing. Information about husbands were taken from their 
wives. 
Counselling was not included in this research.   
 
   
  
Data analysis: 
Data were analyzed manually and presented through 



















   
  
 The population size of the study was 165 female acceptors.  
About 93(65.36%) of the acceptors were in the age group 20-29 
years, 60(36.36%) in the age group 30 -39 years and 12(7.2%) 
acceptors in the age group 40-50 years  (Fig. I)   
 The study showed that, 22.2% of the acceptors and 19% of 
husbands were Kawahla tribe, 15.8% of the acceptors and 11.2% 
of husbands were Arakeen, 8% of the acceptors and 11% of their 
husbands were Shaigia, 14% of the acceptors and 18.8% of the 
husbands were Galia (Table 1).  
Regarding the acceptors' occupations, 135(81.82%) were 
housewives, 21(12.72%) had business work and 6(3.64%) were 
student. While 47.27% of the husbands were unskilled workers 
21.82% were government employed, 25.46% businessmen, 1.82% 
were skilled workers and 3.64% were working abroad, as shown in 
Figures  II and III. 
 The study also showed that 100% of the acceptors were 
Muslims. 
Concerning the consanguinity of the study population, 
49.1% of the acceptors had no familial relationship with their 
husband, 40% were first degree relatives, 7.2% were second 
degree relatives and 3.64% were third degree or more relatives 
(Fig. IV). 
   
  
Fig. V shows 60% of the acceptors were from rural area, 
34.55% were from sub-urban areas and 5.45% were from urban 
area.  
Regarding the duration of marriage, 38.18% were married 
for two to six years, 36.36% married for seven to 12 years and 
25.46% married for 13 or more (Fig. VI).  
Table 2 shows 3.64% of the acceptors and 3.64% of the 
husbands were illiterate, 5.43% of the husbands were Khalwa 
educated, 25.45% of the acceptors and 5.43% of husbands 
received primary education, 7.27% of the husbands received 
intermediate education, 49.1% of the acceptors and 58.27% of the 
husbands received secondary education, 14.55% of the acceptors 
and 18.18% of the husbands had university education, 1.82 of the 
husbands had postgraduate study.  
Regarding family income (per month), 7.27% had income 
<15,000 Sudanese Dinnares, 43.64% had income between 15,000 
- 29,900 Dinnares 34.55% had income between 30,00 -59,900, 
10.19% had income between 60,000 -120,000, and 3.64% had 
income more than 120,000 (Fig. VII).  
Concerning parity of the acceptors, 50.92% had 3-6 
children, 3.18% had 1 - 2 children and 10.91% delivered more than 
six children (Fig. VIII).  
   
  
About 12.73% of the acceptors had health fears from the 
use of contraceptives (i.e. menstrual disorders, inability to conceive 
quickly after stopping use and other side effects), 1.82% had social 
fears (husband objections), 85.46% had no fears; 34.55% of the 
acceptors were convinced to use contraceptives because of health 
reasons (pregnancy-induced hypertension, C/S delivery and for 
their own and their child health and wellbeing), 36.36% were 
convinced to use contraceptives because of social reasons 
(spacing and having enough children). 3.64% of the acceptors 
were convinced because of economic reasons, 23.64% had health, 
economic and social reasons, while 1.82% were not convinced 
(Table 3).      
  Fig. IX shows that, 65.46% of the acceptors preferred to 
use pills, 14.55% injectables, 10.91% IUD, 1.82% use barrier 
method and 7.27% had no preferred method.  
The study showed that, 34.54% of the acceptors preferred 
their methods because it is safe, 29.1 because it easily to use, 
3.64% because it is effective and 32.73% mentioned effective, 
safe, available, easily use and cheap (Fig. X).   
Regarding the medical history, 1.82% of the acceptors had 
medical history of hypertension, 3.64% had diabetes mellitus, 
7.27% had history of jaundice, 1.82% had medical history of heart 
   
  
diseases, 9.1% had other medical problems, and 76.36% had no 
















Table 1: Tribal distribution of contraceptive acceptors (n1 
=165) and their husbands (n2= 165), S.U.H (S.F.P.C), Jul - Oct. 
2002 
   
  
 Tribe  Acceptors 
n1          (%) 
Husbands 
n2     (%) 
Kwahlla  37   (22.2%) 32   (19.0%) 
Arakeen  26   (15.8%) 18   (10.9%) 
Galia  23   (14.0%) 31   (18.8%) 
Danagla  16   (9.7%) 17   (10.7%) 
Mahas  14   (8.3%) 17   (10.7%) 
Shaigia  13   (8.0%) 18   (10.9%) 
Others  36   (22.0%) 32   (19.0%) 










   
  
Table 2: Level of education of contraceptive acceptors (n1 
=165) and their husbands (n2= 165), S.U.H (S.F.P.C), Jul - Oct. 
2002 
Education level Acceptors 
n1          (%) 
Husbands 
n2     (%) 
Illiterate  6  (3.64%) 6  (3.64%) 
Khalwa  0   (0.0%) 9    (5.43%) 
Primary school  42   (25.44%) 9    (5.43%) 
Intermediate school 12  (7.27%) 12  (7.27%) 
Higher secondary school 81  (49.1%) 96   (58.29%) 
University  24   (14.55%) 30   (18.18%) 
Postgraduate  0   (0.0%) 3    (1.82%) 









   
  
Table 3: Reasons of fears and convictions among the 
contraceptive acceptors (n=165), S.U.H (S.F.P.C), Jul - Oct. 
2002 
Reasons Fears 
n          (%) 
Convictions 
n     (%) 
Health  21 (12.73%) 57  (34.55%) 
Social  3   (1.82%)   60    (36.36%) 
Economic 0   (0.0%) 6    (3.64%) 
All mentioned  0   (0.0%) 39  (23.63%) 
No 141  (85.45%) 3   (1.82%) 


























































































































































































































































   
  
Demographic profile: 
Age, residence and tribal distribution: 
Figure (1) showed that all contraceptive acceptors were 
above twenty years.  56.36% were in the age group of 20-29 years 
of age.  36.36% were between 30-39 years and 7.27 were between 
45-50 years of age.  This means that, use of contraceptives is 
negatively associated with age in the Sudanese female acceptors, 
compared to a study done in Sierra-Leone, they found that 
contraceptive was positively associated with age and the desire for 
more children was negatively associated with age.(9)  
From table (1) it is clear that the acceptors and their 
husbands are evenly distributed to all the tribes in the area: 
Kawahla, Arakeen, Shaigia, Gaalia, Danagla and Mahas, with an 
increase in some tribes in the acceptors, Kawahla (22.2%), 
Arakeein 15.8%, Gaalia 14% and Danagla 9.7%.  This favours that 
other factors like level of education, occupation and income may 
affect the use of contraceptives. 
 From Figure (V) 60% of the acceptors were rural, 34.55% 
suburban and 5.45% were urban.  This could be due to the 
relatively far distance, but also did show the high scientific moral 
rural there had.  In comparison to a study done in South Africa 
   
  
2.290 women aged 15-49 in the predominantly rural Transkei sub-
region of South Africa revealed an exceptionally high prevalence of 
contraceptive use. Overall, 60% of women have ever used a 
contraceptive methods, and 42% were currently using one.(22) 
Level of education: 
Table (2) showed that 63.65% of the acceptors received 
higher secondary education and above and 78.29% of the 
husbands received higher secondary education and above.  
18.18% and 1.82% of the last percentage are university and 
postgraduate education respectively. This showed the moderate to 
high literacy rate that the community had.  The result of a study 
done in Kenya showed the lack of any schooling at all was 
independently associated with the likelihood of non use of 
contraceptives, as illiterate women were 1.6 times as likely as 
those who attended secondary school to have never practiced 
contraception. Other socioeconomic variables that also 
independently raised the likelihood of non use were delivering at 
home, having experienced the death of at least two children and 
not having paid. Employment of the time of survey. The effect of 
schooling on the likelihood of non use varied by age, while never 
having been to school increased that likelihood among both the 
youngest and oldest women.  The magnitude of the effect lessened 
   
  
overtime. Moreover, among younger women, socioeconomic 
variables other than school attendance were more important in 
explaining nonuse. The study concluded that the increased 
availability of family planning services has weakened the direct 
effect of schooling on contraceptive practice.(6) 
Occupation and income: 
In figure (II) the majority of the acceptors were housewives 
81.82% (but of high secondary school standard, table 2) with few 
(12.72%) government employed, while the majority of the 
husbands (69.09%) were either unskilled labourers or government 
employed.  The occupation may almost coinciding with the income 
barchart where 50.91% of the acceptors had very low (<15,000 
SD) to low (15,000-29,900 SD) income.  34.5% had moderate 
income (30,000-59,900 SD) 10.91% had moderate to high income 
(60,000-120,000 SD).  Compared to a study done in Kinshasa and 
Zaire in 1990 showed that women employment and education are 
strongly linked to contraceptive use, and analysis of the findings 
suggest that better women employed in modern sector are most 
likely to be in forefront of the contraceptive resolution(7).  In 
Philippines, a study done to re-evaluate the relationship of 
women’s employment to their health service and contraceptive 
use. Multi-variant analysis revealed significant differences across 
   
  
types of work for the likelihood of obtaining contraception. Wage-
workers in white-collar jobs are significantly more likely to have 
adopted contraceptive method in the year following child birth.  
Women who are self employed also are significantly more likely 
than those not employed for pay to be using contraceptives.(32) 
Parity: 
Figure (VIII) showed that 50.92% of the female acceptors 
had 3-6 children, 38.18% had one to two and 10.91% had more 
than six children.  This reflected that use of contraceptives is 
common among those who had 3-6 children.  In comparison to a 
study from Freetown, they found that desire for more children was 
negatively associated with parity greater than three(9). Another 
study from Latin America showed that illiterate women have large 
families of 6-7 children, whereas better educated women have 
family size of 2-3 children, analogous to those women in the 
developed world.(29) 
Fears and conviction: 
85.4% of the acceptors had no fear from use of 
contraceptives and only 1.82% of the acceptors were not 
convinced to use contraceptives.  12.73% of them had health fears, 
1.82% had social fears, while none of them had economical fears.  
34.55% were convinced to use contraceptives due to health 
   
  
reasons.  36.36% to social reasons and 3.64% to economic 
reasons.  These fears and conviction reasons reflect the 
importance of the information, education, counseling and 
communication programs, which can help in alleviating the fears 
and increase the confidence in contraceptives.  This has been 
clearly stated by Guzman and Nancy.(15)  From a study done to 
assess the fertility trends in 23 countries of sub Saharan Africa, 
revealed that areas with higher education for women experience 
larger reduction in fertility and desired family size.  The study also 
showed that contraception is practiced mostly for birth spacing and 
that contraceptive methods have gained wide acceptance among 
younger cohort.(31)A study done in Mexico showed that 
misunderstanding lead to low use of contraceptives among rural 
Mexican women, one third of acceptors women mentioned that 
their husbands had negative attitudes towards birth control.  Merr’s 
disapproval centered around the belief that fertility control might 
undermine a husband’s authority and increase the autonomy of the 
wife, also they have fears, that the women might die from the side 
effects of contraceptive methods.  Despite these reservations, 
however, 46% of the women thought their husbands would 
approve of their use of a method(14). 
Methods of preference: 
   
  
The study showed that use of contraceptive pills is the 
method of preference.  65.46% followed by injectables 15.44% 
then IUD 10.91% and lastly barriers 1.82%. 7.27% had no method 
of preference.  This is in contradistinction to what has been found 
in South Africa, highly effective contraceptives, particularly 
injectables and pills, represent 58% and 29% of use respectively.  
The largest proportion of women who use contraceptives say they 
wish to stop child bearing, 43% birth spacing, and postponing of 
the first birth account for 33% and 21% of use, respectively.(22) 
A study of the acceptability of the diaphragm among low-
income women in Brazil found that about 11% of 1,723 women 
who sought a method in one of five public health clinics opted for 
the diaphragm following a contraceptive education session on all 
methods. The main reason they gave for doing so was because it 
was physically harmless. Women who chose the diaphragm were 
older and better educated than those who chose the pill, and were 
more likely than IUD users to want to space births rather than limit 
them.(20) 
IUD is commonly used among those who received higher 
level of education.  6 received university education and 12 (out of 
18) received higher secondary education.  Five were from 
Khartoum and 13 were from sub urban areas (out of 18).  15 out of 
   
  
18 delivered more than 3 children.  A study done in Indonesia 
showed that higher number of living children and not wanting any 
more children are related to a greater choice of long term methods.  
The preference for long term methods in rural areas is higher than 
in urban areas(28). 
Reasons of preference: 
Safety of the methods of contraception come to be the first 
reason of preference (34.54%).  Easy use came second (29.1%, 
then came effectiveness (3.64%).  Nancy and Guyzman showed 
that lack of side effects and effectiveness of the contraceptives are 
the most important determinants to convince people to use a 
certain type of contraceptives and help in alleviation of fears. 
The study showed that the majority of the acceptors had no 
history of diseases, that may prevent use of contraception. Few 
acceptors 1.82% were hypertensive, 3.64% were diabetic, 7.27% 
had history of rheumatic heart disease.  A Glasier showed that 
combined pills are absolutely contraindicated to those with 
ischaemic heart disease, cardiomyopathy, most types of vlavular 
heart disease, venous thrombosis or known predisposition to 
thrombosis, past cerebral haemorrhage and transient ischaemia 
attacks.(33) 
 













1. The majority of the contraceptive acceptors were high 
secondary schools, rural, house wives of the age group (20-
29 years).  Kawahla, Arakeen, Gaalia and Danagla tribes 
were the dominating tribes. 
2. The husbands were mostly higher secondary educated, 
unskilled labourers or government employees.  The majority 
were either Kawahla, Arakeen, Shaigia, Gaalia, Danagla or 
Mahs respectively. 
3. All contraceptive acceptors were married for at least 
two years, fifty percent of them and their husbands were not 
   
  
relatives and gave birth 3-6 times, while 40% were first 
degree relatives and give birth 1-2 times. 
4. Contraceptive pills were the method of preference for 
the acceptors followed by injectables, IUD and lastly the 
barriers.  Some acceptors had no method of preference 
7.27%. 
5. Safety of the contraceptives, the easy use and 
effectiveness of the contraceptive method were the reasons 
for the preference of type of contraception method. 
6. The majority of the acceptors had no history of medical 























1. Encourage use of contraceptives’ use through small 
designed, focused information, education and communication 
programs. 
2.  Strengthening of the primary health care – family 
planning units – especially in rural poor areas. 
3. Activate the women encouragement programs like 
illiteracy, alleviation programs and income generating 
projects. 
4. Encourage the private sector and non-governmental 
organization to become rear stock-holders in the family 
planning program. 
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